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Maisin is Melanesian but has little in common with other
known New Guinea dialects, while he fancies he can detect
a small Papuan element in the vocabulary. The only Kuberi
man seen or measured was a dolichocephal with a cephalic
index of 69 and a stature of 1600 millimetres (63 inches).
On the Cape Nelson peninsula itself Mr. Giblin states that a
single Papuo-Melanesian tribe, the Arifamu, who say that
they came from the south, have obtained a foothold. This
tribe, as has already been noted, assisted the Korafi in

withstanding the western advance of the more eastern

Binandere-speaking tribes.

Three Clinical Lectures
ON

THE "ACUTE ABDOMEN."
Delivered at St. Thomas’s Hospital

BY WILLIAM HENRY BATTLE, F.R.C.S. ENG.,
SURGEON TO THE HOSPITAL.

LECTURE III.1

Delivered on Jan. 18th, 190G.

GENTLEMEN,&mdash;In the last lecture perforations of the

digestive tract which are of a simple character were con-
sidered as affecting the stomach and small intestine. I now

desire to draw your attention to perforations of the large
intestine which are occasionally met with in practice and
which are the result of the giving way suddenly or slowly
of what are known as " stercoral " ulcers.

STERCORAL ULCERS.
As recently as 1896 the late Mr. Greig Smith wrote about

stercoral ulcer: "Although no special description of this
disease has, so far as the writer knows, been written ; and
although it is not of frequent occurrence nor of great
importance, yet its undoubted existence and real gravity
may justify its being classed under a separate heading."
He then mentions a few instances of intra-abdominal abscess
in which a foreign body was found but admits that some of
them were most probably due to disease of the appendix.
He writes: " The condition as I have met with it is simply
a diffuse subperitoneal cellulitis "-and he evidently regarded
it as always dependent on the irritation of a foreign body.
Some of the abscesses that I have met with on the right
side of the abdomen may have been of this mode of origin,
but I am inclined to think they were mostly secondary
to perforations of the appendix.

Mr. J. Blaiad-Sutton2 has given examples of fagcal abscess
associated with small but sharp foreign bodies in the large
intestine, and Dr. H. D. Rolleston,3 in a paper on Pericolitis
Sinistra, gives instances in which ulceration developed in a
diverticulum of the colon and produced suppuration beyond.
These ulcerations were rightly called stercoral and were
not secondary to any obstruction of the bowel below.
But beyond these groups of cases stercoral ulcers behave

very much as ulcers in other parts of the digestive tract ;
they may perforate suddenly and produce general peritonitis
or gradually and give rise to a localised intraperitoneal
abscess. When it is ramembered that these ulcerations
are usually secondary to a condition which of itself is

seriously threatening the patient’s life it can be appreciated
how very fatal they prove. The patient, who is most fre-
quently suffering from chronic intestinal obstruction caused
by carcinoma of the large intestine low down, appears to have
his last chance of recovery taken away if a stercoral ulcer
perforating suddenly floods the peritoneum with the very
septic contents of the bowel above the obstruction. In a

patient already weakened and distressed by the obstruction
this additional attack is usually more than can be suc-
cessfully combated and proves fatal. When anyone the
subject of chronic intestinal obstruction of a mechanical
kind complains of sudden increase in abdominal pain and has
a rise of temperature, not necessarily a very high one, the

1 Lectures I. and II. were published in THE LANCET of Jan. 27th
(p. 201) and Feb. 3rd, 1906 (p. 273).

2 THE LANCET, Oct. 24th, 1903, p. 1148.
3 THE LANCET, April 1st, 1905, p. 854.

possibility of the giving way of a stercoral ulcer must be
remembered. This possibility is increased if there is
in addition an excessive sensitiveness to palpation, pre-
viously absent, but perforation may give no immediate sign
of its occurrence, as in the following instance. Some years
ago I was asked by Mr. C. Mortimer Lewis, then of Steyning,
to see a lady with him who had carcinoma of the rectum.
She was over 80 years of age and had only sent for him that
morning because her bowels had not acted for a week. He
examined the abdomen, found it much distended and
tympanitic, whilst the rectum was completely blocked by
a carcinomatous growth. When we saw her together a
few hours later she was much the same, but without
any vomiting. Her temperature had been 100&deg; F., the pulse
was good, and the tongue was brown and dry. Incision was
made to perform colotomy in the left iliac region, but when
the peritoneum was opened it was found to have been flooded
with black liquid f&aelig;cal matter which was still escaping
freely from two ragged openings in the immensely distended
sigmoid flexure. These openings (with thin and irregular
edges) were situated one above the other in the anterior part
of the bowel which passed down behind the middle line of
the abdomen. Pints of this offensive fluid came away before
it was possible to secure the sigmoid flexure to the abdominal

wall. The peritoneum was cleansed as well as possible but
the patient did not rally from the operation. In this case it
is possible that the bowel bad given way in the morning
when the patient sent for her medical adviser. Up to that
time she had for some days gone on taking dose after dose of
medicine without relief, whilst the immense accumulation
of ffccal matter above the constriction had caused excessive
stretching and local injury to an area of the bowel which had
ended in acute bacterial necrosis. The necessary movement
from the bed to the operating table may have caused a
further escape and diffusion in the peritoneum.
Treatment of this most unfortunate complication should

be directed, as in this case, to the cleansing of the peri-
toneum, the insertion of a Paul’s tube in the opening from
which the faecal matter is escaping, and the securing of the
damaged bowel to the part of the abdominal wall most
easily reached. Strain on the wall of the bowel, usually
softened and easily torn, must be avoided. By this means
the opening will serve as a colotomy opening and the
obstruction will be relieved. Even then the difficulty in
cleansing satisfactorily the fouled peritoneum will render
the prospect of recovery doubtful. Yet success may occa-
sionally be attained.
On March 27th, 1901, I saw a patient in consultation with

Dr. S. Faulconer Wright of Lee. He was 71 years of age and
stated that he had always been healthy until the 21st of that
month when for the first time he experienced abdominal pain.
This was accompanied by vomiting and constipation. Since
that time the pain had continued with occasional vomiting
and the bowels had not acted. The abdomen was much
distended and tympanitic, the note around the umbilicus
being high-pitched. There were no diminution of the liver
dulness and no evidence of free fluid in the peritoneum.
The tenderness was not extreme but he winced per-
ceptibly when touched. His general condition was fair
and the temperature was normal. An incision was

made in the middle line below the umbilicus and
when the peritoneum was opened free gas escaped and
fluid f&aelig;cal matter was seen covering the intestine in
the region of the c&aelig;cum and extending into the pelvis.
This had come, and was still escaping, from a stercoral ulcer
on the anterior surface of the distended cascum which had

recently given way. It was large enough to admit the little
finger and its outline was somewhat irregular with thinned
edge. Into this a Paul’s tube was passed and secured, the
caecum being sutured to an incision in the right iliac region.
After the bowel and peritoneum had been cleansed as

thoroughly as possible a long drainage-tube was passed into
the pelvis and the median wound was sutured. The small
intestine was generally adherent, coil to coil, and fixed in the
posterior part of the abdomen, evidently the result of an old
attack of peritonitis (probably chronic). Under the skilful
management of Dr. Wright the patient recovered and
is still able to go daily to the City to business. The
artificial anus never closed completely, and gradually as
time has gone on this opening has become more important
until at the present time hardly any fsecal matter finds its
exit by the natural anus. The patient wears a flat, circular
indiarubber bag containing a large flat sponge and fitting
accurately to the abdomen over the artificial anus. This is
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necessary. The dieting has to be very carefully arranged
on account of occasional stoppages which, when they occur,
cause considerable pain that is only relieved by the escape
of fascal matter by the artificial opening. His general health
has remained excellent.
What the nature of the obstruction was in this case it is

impossible to say ; the fouling of the peritoneum and the
condition of the patient made it inadvisable to explore. The

complication of perforation was such a serious one that the
clear indication was to treat that more especially as its treat-
ment was calculated to give relief to the obstruction which
was responsible for it. The cleansing of the peritoneum was
no doubt aided by the limitation of the fouled area in con-
sequence of the old intestinal adhesions. The after-history
of the case is instructive, insomuch as the obstruction has
often recurred and a " safety-valve " action has permitted of
relief on each occasion. It was thought at the time of
operation that the obstruction was caused by a carcinoma of
the sigmoid flexure, the growth of which is sometimes very
slow ; anyway, the case is a most instructive and encouraging

’ 

one.

The surgeon of the present day considers that chronic
intestinal obstruction should be rare in actual practice; there
must be some neglected cases, but it should not be met with
so often in good hands as it is ; our knowledge of the early
symptoms and of the great possibilities of successful treat-
ment is so much better than it was only a few years ago.
However, I am not dealing with that condition to-day in
considering the acute abdomen ; for although a chronic
obstruction may become acute the diagnosis is usually
easily made and the indications for treatment are usually
straightforward.

" Stercoral ulcer " is one of the most serious complications
of chronic intestinal obstruction, even when the peritonitis
produced is purely local in its character. In any adult with
a history of chronic constipation who gives an account of a
more recent attack of pain, usually in the right side of the
abdomen, which has been followed by a rise of temperature,
examination should be made for the signs of localised
extravasation of faecal matter into the peritoneum. If there
is an ill-defined area of dulness in the c&aelig;cal region, with
tenderness and a 6ense of resistance, whilst rectal examina-
tion shows an apparent thickenirg on the right side of the
pelvis, this complication should be suspected. Fluctuation

may be found if the case is seen at a later stage. Should
the patient be fat and nervous the diagnosis may
be very difficult; even with assistance afforded by
the administration of an an&aelig;sthetic it may be hard
to say that there is much wrong with the side really
affected. There is nothing like the definite induration
which is found in a case of localised inflammation or sup-
puration secondary to a disease of the appendix which it
resembles closely in some other respects. It comes on in a

person suffering from intestinal disturbance ; the pain is in
the right iliac fossa and is accompanied by increased dis-
tension of the abdomen and a rise of temperature. Tender-
ness is more marked in the r;ght iliac fossa than in other
parts of the abdomen. Yet there are differences-stercoral
ulcer giving rise to a localised extravasation and abscess is
especially met with in elderly females who give a history of
chronic constipation, recently more obstinate and associated
with " wind in the stomach." The rise of temperature is not
great and the area of tenderness is not so easily localised as
in appendicitis.
The collection of faeces which forms has a tendency to

spread laterally, and it may be the operator will find it up to
or beyond the middle line should he make an exploratory
median incision to find out the exact site of the obstructing
cause when there is a doubt. Whether he thus discovers it

by accident or makes direct and intentional incision into the
abscess a counter opening will be usually required and the I,
insertion of a large drainage-tube. If the opening into the ’’,
csecum be found a tube should be passed into this so that the
contents of the bowel which will escape freely may be
conducted beyond the abscess cavity. The contents of the
abscess cavity, pus mixed with fluid f&aelig;cal matter, are

extremely offensive, more so than most abdominal collections
of a purulent character, and that is saying a great deal.
Under the best conditions the prognosis is bad, the

discharge of large quantities of fsecal matter with an

increasing admixture of pus causes much local irritation,
and may end in rapid extiaustion. Should the parts quiet
down and an artificial anus form it is not placed in a con-
venient position and may lead to all the disadvantages of

a colotomy opening on the right side, that is if the obstruction
becomes complete. The case under the care of Dr. Wright
suggests the possibility of a more satisfactory course

of events, the opening acting as a safety valve when

required by the temporary stoppage beyond and causing
but little inconvenience in the intervals. Another danger
in these perforations is the tracking upwards of the

pus and the formation of a large collection in the
subhepatic or subphrenic regions ; a second incision would
be required for the better drainage of this extension but
exhaustion from the discharge would not unlikely be the
ultimate ending of the case. It will be evident that re-
covery from these collections will take some time, during
which the original cause of the trouble-probably a malig-
nant growth-is increasing in size and becoming more difficult
to treat satisfactorily.

In the description of the various cases of perforation
already given the treatment will be found which was suc-
cessful in bringing about the desired result, but there are
one or two things which require attention. Firstly, as

regards the method of cleansing the peritoneum, especially
in cases of early peritonitis associated with appendix disease.
The important investigations of Mr. L. S. Dudgeon and Mr.
Percy W. G. Sargent on the bacteriology of peritonitis have
given such evidence as to the condition of the peritoneum
that few can doubt that the method of dry sponging is the
one which should be generally accepted as the right one.
This method of dry sponging must, however, be carried out
with gentleness, for it must not be forgotten that it is the
method which is employed with the object of inducing the
formation of adhesions in cases of portal obstruction. Un-

doubtedly many cases have recovered after careful flushing
with warm saline fluid and others will do in the future, but
the strong arguments against this treatment are thus summed
up by them 4 "Limited operations should be the rule, because
of the mechanical impossibility of cleansing the peritoneum,
the risk of washing away the phagocvtes in the exudate

beyond the area of most intense inflammation, and the

danger of spreading infection over unaffected regions."
When the peritonitis is general, or nearly so, or when it is
necessary to cleanse the peritoneal cavity from the pus of a
ruptured abscess or the contents of the stomach or large
intestine, then flushing will be found most useful, whilst

occasionally wet sponging will appear to be clearly indicated
as the only means of getting rid of the foreign substances.
Drainage should be the rule in all cases of peritonitis when

there is pus at the time of operation. In early cases of
stomach perforation and perforations of the small bowel it
may be possible to close the wound at the end of the opera.
tion and without drainage, but there will frequently be cases
in which this would be a very injudicious procedure. I do
not think that I have ever regretted the decision to employ
drainage in the after-treatment of cases in this group.

INTESTINAL OBSTRUCTION.
In the calculation of the percentages of causation of

"the acute abdomen "it is found that acute obstruction is

responsible for no les than 24 per cent., without including
the cases of intussusception, which of themselves constitute
16 per cent. The forms of acute obstruction which are most

common, and therefore most likely to be confused with some
of the varieties of peritonitis due to perforation of the
hollow viscera, are those caused by the action of various
forms of bands. Here the resemblance may be very marked,
whether the obstruction is incomplete or whether it is

complete and the strangulation of bowel absolute. The
cases of incompletely strangulated bowel may closely
resemble some of the more insidious forms of peritonitis
due to perforation or gangrene of the appendix. There may
be a history of previous attacks of abdominal pain and
perhaps an exudation of free fluid into the peritoneum,
with localised tenderness. The temperature record is

important, as is also the mode of onset of the attack, a rise
of temperature, and maybe an initial rigor, being much in
favour of the purely inflammatory nature of the illness.

" Peritonism (Gubler), abdominal pain, shock, vomiting,
&c., are such as described in the cases of perforation of
ulcers of the digestive tract, and the same careful examina-
tion of the abdomen and consideration of symptoms will be
required. The character of the pain is of little value but it
is usually much increased by percussion (even when quite
gently performed) in peritonitis, more so than by palpation.

4 Dudgeon and Sargent: The Bacteriology of Peritonitis, p. 185.
5 Battle and Corner: Loc. cit.
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In obstruction percussion is always painless, whilst palpation
is more often painful. The abdomen in peritonitis is
immobile and rigid, whilst in obstruction it is mobile and
soft. Vermicular movements are more commonly seen in
obstruction but may be found in localised diffuse peritonitis
as in the two cases of perforated simple ulcer of the jejunum
described in a former lecture.

In the severely toxic form, or the last stages of peritonitis,
the abdominal wall, previously rigid, becomes soft and

pliable again. As a rule, in the perforations leading to
peritonitis the patient lies quiet with flexed thighs ; in ob-
struction he moves about in bed, altering his position to that
which appears for the moment to be most comfortable, and
complains of griping pain. In all a careful search should
be made for abnormal swelling which in acute obstruction
may be found in various parts of the abdomen. As the case

progresses general distension of the abdomen increases and
any localised swelling will be gradually merged in the general
enlargement. Septic absorption and inflammation are super-
added and the case becomes practically one of peritonitis of

’ 

the most grave nature. If seen for the first time at this

stage a diagnosis of the exact cause of the inflammation is
impossible but prompt measures may yet prevent a fatal
termination. Luckily patients do not often permit things to
progress to this stage before applying for relief.

It would be obviously impossible to enter fully into all the
varieties of acute obstruction which come under the heading
of "the acute abdomen." I have selected two which I think
are most instructive and have the added advantage of

having been under your observation. They represent
the typically acute type of obstruction in which there must
be no attempt at medical compromise ; operation is impera-
tive and must be performed as soon as possible, otherwise
the condition passes rapidly beyond the power of relief.
The patient, who is shown you to-day, looking in good

health and expressing himself as feeling so, was under
treatment here some months ago for volvulus of the small
intestine, for which it was necessary to do an extensive
resection. The portion of bowel involved was the lower

part of the ileum, which is the usual part affected, and the
twist was from right to left on the mesenteric axis.
A man, aged 28 years, was admitted to St. Thomas’s

Hospital on Nov. 7th, 1904, with acute intestinal obstruction.
At 4 P.M. on the day before admission he was suddenly
seized with pain in the lower abdomen ; since that time
his bowels had not been open, neither had he passed
flatus. There had been vomiting off and on since the onset.
The pain had been continuous in character, with paroxysms.
On admission it was stated, "The patient’s face is drawn
with p!du, he continually moans and pants. He complains
of pain in the abdomen. The abdomen does not move at
all in its lower part during inspiration, and movement is

poor in the upper part. There is a marked prominence in
the hypogastric region in the middle line, looking like a
much distended bladder. The percussion note over this
tumour is resonant and it is very tender. The liver dulness
is not diminished and the abdomen appears to be normal in
other parts." The pulse was 120 and the temperature was
100’ 6&deg; F. Catheterism did not diminish the size of the

swelling. When seen with Dr. C. R. Box, under whose care
the man was, the local signs had become less acute and
there was less complaint of pain. Acute intestinal obstruc-
tion was diagnosed, due to volvulus of small intestine or

strangulation by a band. The patient was a strong, healthy-
looking man without any history of previous abdominal
attack.
At 5.45 the abdomen was opened below the umbilicus to the

right of the middle line, the rectus being displaced outwards.
When the peritoneum was incised a very black coil of small
intestine presented ; this was very tense and hard and could not
be drawn up through the wound. It was therefore punctured
and a quantity of fluid, which consisted almost entirely of
venous blood, escaped ; this had a f&aelig;cal odour. This coil
was then brought outside and found to be the ileum imme-
diately before its junction with the cascum. Another
coil then presented itself and was also tapped and emptied
of similar fluid contents and flatus ; it was now possible
to lift the whole of the affected gut out of the
abdomen. The portion affected was quite black and when
emptied of its contents was without resiliency, although the
peritoneal covering was not without polish. The twist which
had occurred was one on the mesenteric axis from right to
left, but when this had been reduced no improvement
occurred in the circulation of the affected portion of small

intestine ; it was necessary, therefore, to resect the whole of
this and to include an inch or two beyond. Altogether 43
inches of gut were removed from close to the ileo-cascal valve
upwards, Doyen’s clamps being placed on the bowel above
and below and the mesentery ligatured after the rapid
application of artery forceps to each section before it was
divided. The upper end was then joined to the part left at
the ileo cascal opening with two rows of sutures, continuous,
involving all the coats, and a continuous " Lembert" outside
that. The upper part of the divided mesentery was also
sutured. Tl e pelvis contained dark, blood-stained offensive
fluid. There was no lymph present on any part of the peri-
toneum that came under observation. After washing out the
pelvis and cleansing the parts involved in the operation with 

’

sterilised saline solution the wound was closed with deep
and superficial sutures. Chloroform was administered and

during the operation two injections of five minims of liquor
strychnine were given hypodermically and, later, 15 ounces
of saline solution per rectum. The operation was well borne.
Beyond the fact that a localised abscess, probably due to

bacillus coli infection, formed in the wound and discharged.
a fortnight after the operation, there was nothing of moment
to record in the after progress of the case. Rectal feeding
was employed for three days. You can see that there is now
a good abdominal wall without hernial protrusion. We had
in this case a formidable complication, gangrene of the gut,
one which required very prompt measures in dealing with it.
Not many hours had elapsed since the onset of obstruction
but the strangulation of bowel bad been absolute.

Dr. C. L. Gibson6 of New York collected 1000 cases of
intestinal obstruction (including 354 of strangulated hernia)
and amongst these were 121 cases of volvulus. These were
taken fiom various medical publications and included those
affecting the large intestine, which are by far the most
common, constituting practically the only form of acute
obstruction of the large bowel. This form of obstruction
when affecting the large intestine has a mortality of 46 per
cent. When affecting the small intestine the death-rate is
70 per cent.7 This is accounted for by the fact that the
small gut is of far greater importance, whilst the vitality
of its walls is probably less. When the small intestine is
the subject of volvulus there are greater acuteress and
manifestation of shock and possibly its mobility allows of
a tighter twist. Knowing the great tendency there is to

publish only successful cases it is very probable that Dr.
Gibson’s statistics are more favourable than they slould be.
He found only one record of successful resection ior gangrene
due to volvulus of small intestine and this was performed by
Riedel on the second day of obstruction. ’

A somewhat similar condition is presented by a case of
obstruction by a Meckel’s diverticulum, the symptoms of
which are practically those produced by any kind of band.
There is less frequently a history to guide you as to the
actual cause of the obstruction in these cases; no account
being given of a previous inflammatory atta. k or of injury,
although you may at times hear of occasional "stomach-
aches." Gibson 9 gives 42 cases of obstruction by Me kel’s
diverticulum, as against 186 by bands of various other kinds.
This seems to me to be much too high a proportion as compared
with actual practice ; ob-truction due to a Meckel’s diver-
ticulum is not a common variety.
The symptoms produced by the compression of small

intestine by a band are practically the same 10 as those
described when tbe cause is a twist-peritonism-with the
formation of a localised swelling in the lower abdomen,
which swelling is resonant on percussion. Any swelling
of this kind should be regarded as of the utmost importance
and as an indication that nothing but operative treatment
is possible. This must be at once declared by the surgeon in
charge. The friends will very possibly protest and the

patient demand morphine for the relief of his pain, but you
must be firm.
At the time of the operation the diagnosis in this case was

already becoming difficult, the localised swelling raving
merged in the general swelling caused by the distended
intestines. You should always have operations performed
before general distension sets in ; in all cases the operation
is much more difficult in the face of distension and the
result is likely to be so much less satisfactory.

6 Annals of Surgery, vol. ii., p. 486, 1900.
7 Loc. cit.

8 Collected from publications during the years 1888-1898.
9 Loc. cit.

10 Indeed, the two conditions may be combined. See Dr. Hector
W. G. Mackenzie, Transactions of the Pathological Society, 1890, p. 127.
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A man, aged 46 years, was admitted under the care of Dr
Hector Mackenzie on Feb. 26th, 1905, with acute intestinal
symptoms of 12 hours’ duration. 12 hours before admissior
he awoke feeling out of sorts and had a headache. Acute pair
soon came on in the region of the umbilicus and he vomited
three times in the course of half an hour. The bowels had
not acted for two days. On admission he was found to be
a heavily built man with a tendency to obesity and was
obviously enduring very severe pain, which was not relieved
by any change of position. The abdomen was not uni-

formly distended but there was an obvious rounded swelling
in the right iliac fossa. The respiratory movement was
poor in the right lower segment of the abdomen. The

greatest tenderness was immediately around the um-

bilicus and the right rectus was the more rigid of the two,
whilst a distinct swelling could be defined just below, and to
the right of, the umbilicus. The resonance was everywhere
normal, there being no sign of free fluid. The pulse was 62
and the temperature was 98&deg; F. During the night the pulse
quickened considerably and the temperature commenced to
rise. At 10 P.m two enemata were given without result.
Hot fomentations and morphine did not fully relieve the
abdominal pain. In the morning the temperature was 100’ 6&deg;
and the pulse was 110, and the abdomen was much distended.
Dr. Mackenzie was asked to see the patient at 2 P. M. and
advised immediate operation, considering the case one of
strangulation by band.
At the operation it was found that the cause of the

obstruction was the pressure of a Meckel’s diverticulum
across a large amount of small intestine. The extremity of
the diverticulum was firmly adherent to the mesentery and
the coils of gut involved were of a chocolate colour and with-
out any resiliency. The mesentery was partly filled with
extravasated blood and the vessels were without pulsation ;
the strangulation had been complete. The diverticulum was
divided and most of it removed, the stump being sutured
into the side of the gut. About four inches above this a
section was made of the gut where it appeared to be healthy
and another above the gangrenous part. Altogether 46
inches were removed, an end-to-end anastomosis being
effected with two continuous sutures. The peritoneum was
cleansed from a small amount of blood-stained, foul-smelling
fluid and the wound closed. Remedies were applied to
diminish shock. Both lines of suture gave way, the sutures
having apparently been placed in damaged bowel ; an

attempt to close these was unsuccessful and the patient died
on March 9th from exhaustion and localised peritonitis. The
diverticulum had had its origin eight inches from the ileo-
c&aelig;cal valve.

In both these cases the progress of events was rapid, the
strangulated gut having become gangrenous in a few hours
from the onset of symptoms. In dealing with the cause of
the obstruction, in the first case it was only necessary to
empty the involved intestine and after drawing it from the
abdomen twist it round in the required direction. In the
second, after the band had been found (not always an easy
thing, if one may judge by recorded cases) it required to be
divided and the ends afterwards dealt with. I may here
remind you of the necessity of examining carefully any
band that may be divided during the progress of an

operation for intestinal obstruction. I have known the
careless division of a Meckel’s diverticulum result in a

rapidly fatal peritonitis; when other things in the case

were favourable to the recovery of the patient the contents
of the bowel escaped through the divided open end of the
diverticulum and caused a fatal peritonitis. In the appendix
cases we are able to excise the diseased part without inter-
fering with the lumen of the bowel ; in the perforations of
the digestive tract we did not seriously alter the size of the
lumen by our sutures. In this group of cases we are met by
a very formidable complication which requires special con-
sideration. More or less extensive gangrene of the intestine
may suddenly confront you in any acute abdominal case in
which operation is performed and you must be able to deal
with it on the spot. There will be no time to send
a special messenger for button, bobbin, special forceps,
or any one of the scores of suggested mechanical aids
on which you may have decided to pin your faith
in the presence of this complication-you must deal with
things as they are at once if you wish to save the life of
the patient. The faith which was formerly placed in the
special instrument should now be placed in an accurate
method of suturing, the judicious selection of the point of
section of the gut, and in the precautions against sepsis
which you have been taught how to take.

’. j There are many cases of localised gangrene in which it is
found that a portion of the gut does not look sound but of

n which it is not possible to say that it will not recover if

n placed in favourable circumstances. When the portion of
d bowel affected is very localised, as when the pressure of
d the band has produced a transverse lesion, it may be possible
e to invert this by a row of Lembert’s sutures, as suggested by
,s Caird. This you have seen done recently with success.
d The treatment of gangrene of the small intestine when the
.- entire circumference is affected will depend on the general
2r condition of the patient and the circumstances of the case,
s rather than on the extent of the gangrene, for the procedure
e will be much the same whether you resect one inch or one
- yard. In favourable circumstances this will be that adopted
, in the case of volvulus : delivery of the gangrenous part from

the abdominal cavity, examination to define the extent of
bowel, not only gangrenous but affected beyond this,
 cleansing of the part, careful packing off of the healthy

area with sterilised gauze, covering of the gangrenous part
with gauze to prevent possible contamination of the wound,

. resection, and subsequent joining of the ends.
In the resection of the gut in both cases which I have

’ recorded Doyen’s clamps were used and answered their
. purpose well. I used them because they were handy.
1 In other cases of resection I have used pieces
Fof drainage tube with equal success passed through the

mesentery and secured by tying or by forceps. Strips
of gauze would answer in case you had no drainage-

itube available. The proximal and distal clamps should be
E placed two inches above or below the line of proposed
section in a healthy part. I lay very special stress on

. this point because in the case of obstruction by a Meckel’s
diverticulum it is quite evident that the suturing failed

; because the sutures could not hold in tissue which had
; been stretched and which underwent afterwards an’inflam-

matory reaction and softening. The bowel appeared to be
. quite healthy at the time and one was very naturally not
. anxious to excise more than was absolutely necessary. It
i is sometimes advisable to cut the bowel a long distance
’ 

away; for instance, in January, 1905, I resected 16 inches
! of small intestine in a case of strangulated femoral hernia,
’ although the part affected by gangrene was only about
! one inch in length. The bowel close to this was not in a
, healthy state. As each end of the bowel is separated it

should be cleaned and wrapped in gauze until wanted. One
or two vessels may require ligature. You need not excise a

wedge-shaped portion of the mesentery but if it is full of
thrombosed vessels there is no object in cutting close to the
part to be resected.
The junction of the two ends should be made by careful

suturing with a double row of silk sutures. These should be
continuous, for they are more rapidly applied than the inter-
rupted and are equally efficient. According to the thickness
of the intestinal wall should be the size of the suture ; as a
rule, No. 1 is right for the adult. The first should include
all the coats of the bowel ; the second will take only the two
outer as a rule. In applying this you must see that the
suture has a good hold ; if you are satisfied on this point
it is not advisable to dip the needle too deeply, for
if you pass your outer thread into the lumen of the
bowel in the endeavour to get a supposedly stronger
hold your patient will probably do badly. When apply-
ing the deeper stitch hold the two portions of bowel
with forceps, one pair applied at the mesenteric point of
attachment of each half, the other to a corresponding
point opposite; if a pair of forceps is also placed half-way
between these also closely applying the cut edges the suture
can be introduced still more rapidly. The omentum should
then be sutured so as to present no raw surface to which
adhesions can form, the parts involved in the operation
cleansed, and the abdominal wound closed without drainage.
The amount of intestine resected in these cases appears

large, 43 inches in one case and 46 in the other, but larger
amounts have been excised. Mr. A. E. J. Barker," in a
very instructive paper on the limitations of enterectomy,
mentions a case in which Mr. Hayes of Dublin successfully
excised 8 feet 4J2- inches of intestine for injury, in a boy, aged
ten years. Another paper by Mr. Barker will repay perusal;
it is on enterectomy for gangrenous hernia.12 Many practical
points are brought out. He also shows that the amount of
shock is much less than you might think from such an
extensive operation. I have mentioned these large amounts

11 THE LANCET, April 27th, 1901, p. 1186.
12 THE LANCET, May 30th (p. 1495) and June 6th, 1903 (p. 1576).
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of excised gut to show what can be done so that you may
not be intimidated should you meet with one of these
extreme cases, remembering that if the gut at the point of
union is sound and you take proper precautions in following
the various steps of the operation, you may hope for a success
even in desperate circumstances. (The method of operation
was demonstrated.) *

The effect on the patient of the removal of a large portion
of the small intestine is apparently very slight ; in the
former of the two cases which I have just given details
of there was for a time a tendency to looseness of the

bowels, but this has passed off and he is now in good health
excepting for occasional "indigestion." The effect on the
intestine has been recorded by Mr. Barker in two cases in
which he had an opportunity of looking at the bowel during
life some months (in one case five years) after operation.
In both the line of union was sound and without contraction,
but the bowel on the proximal side was somewhat larger
than that on the distal side and showed smaller power of
muscular contraction.

A LARGE TERATOMA OF THE NECK
SUCCESSFULLY REMOVED FROM AN

INFANT THREE WEEKS OLD.
BY A. N. MCGREGOR, M.D. GLASG., F.F.P.S. GLASG.,

ASSISTANT SURGEON, GLASGOW ROYAL INFIRMARY.

With a Pathological Report by CHARLES WORKMAN,
M.D.R.U.I., F.F P.S.Glasg., Pathologist, Glasgow

Royal Infirmary.

TERATOMATA of the neck are of comparatively rare

occurrence and those containing solid matter in the shape of
tissues of varied origin are perhaps the rarest of all. In the
absence of a previous recorded case it may be claimed for the
one now submitted that it is the first in this country to have
been successfully removed during life. Whether the lack of

reports of operation cases is due to a general belief that
these growths are so intimately connected with the indi-
vidual as to be inoperable, or are confounded with simple
congenital cysts (hydrocele) of the neck, is a matter for

speculation. It is nevertheless true that in this case some

surgeons considered the tumour inoperable. For various
reasons, to be detailed later, the operation was performed
and the result was sufficient to warrant the undertaking.
The case was shown, along with the pathological specimen
and sections, a plaster cast, and photographs, to the Patho-
logical and Clinical Society of Glasgow, and Dr. Workman
has prepared some excellent micro-photographs and photo-
graphs of the cast, as illustrations to this paper, in addition
to the pathological report.
The use of the word teratoma (Virchow) has been

questioned in connexion with this case inasmuch as it is
restricted by some to cases where there is inclusion of
another foetus, or part of one, or to fission of the parts of an
embryo (Cleland), but Ballantyne classifies congenital
tumours into disomatous and monosomatous tumours, and of
the latter variety this case falls within the category of the
subsection "c" described in that excellent classification
among branchial anomalies.
The diagnosis of congenital cysts of the neck, particularly

of those situated in the upper segment, is frequently that of
"hydrocele of the neck" and three main causes of these
cysts are enumerated by Bland-Sutton 2 as (1) those arising
in the same plane as the laryngeal saccules in certain apes ;
(2) those due to secondary changes in naevi ; and (3) som e
as dilatations of lymphatics. The same author also refers to
"smaller cysts in the neighbourhood of the sterno-mastoid
due to distension of imperfectly obliterated branchial clefts."
The case under consideration differed from these in that the
cystic growth contained also solid matter, described in the
clinical report as of cartilaginous hardness, and afterwards
verified by the pathological report. Excluding dermoid
cysts and blood tumours, such as venous dilatations, the case
therefore seemed to fall under the classification of mono-
somatous terata of the neck and it was not likely to be
benefited by drainage of the cyst alone. The possibility of

1 Teratologia, vol. ii., p. 316.
2 Tumours, Cassell and Co., p. 423.

its being a parathyroid tumour should abo be considered
in the differential diagnosis. The relatively enormous size of
the tumour at birth and its pressure effects, as well as the
probability of its continued growth, seemed sufficient warrant
for operative interference, though no similar recorded case
was found as a precedent.
The patient, a female, aged 15 days, was admitted into

the Glasgow Royal Infirmary on August 28th, 1905, with a
large tumour of the left side of the neck which had been
present at birth. The following family history was obtained.
Both parents were living and well. There were two sisters
and a brother ; the brother died at the age of four and a half
months from " peritonitis "; the sisters were alive and well.
There were no other abnormalities in the patient nor in any
of the other children. The following was the patient’s con-
dition on admission. On inspection, as the child lay on
her back the tumour seemed to extend from the clavicle
upwards to the middle of the cheek and from near the
middle line in front to the anterior border of the sterno-

FiG. 1.

Infant on admission.

mastoid muscle posteriorly (Fig. 1). It projected consider-
ably from the level of the jaw and its bulk seemed a little
less than the size of a closed fist. The measurement over
the tumour from the middle line to the posterior edge of the
sterno-mastoid was six and a half inches, as compared with
two and a quarter inches on the normal side. The shape of
the tumour was roughly oval, the long axis occupying a line
from the mid-point between the symphysis and the angle of
the jaw, outwards and slightly downwards. There was one
marked projection on the anterior inferior aspect ; the other
irregularities consisted of rounded elevations. Palpation of
the mass more clearly defined the shape and limited the
inferior margin of its attachment to a point about one inch
below the thyroid cartilage ; its anterior margin could not
be separated from that structure : its posterior border over-
lapped the anterior edge of the sterno-mastoid muscle in the
upper three-quarters of its extent. On the superior aspect
it was readily ascertained that the tumour overlapped the
lower jaw and was an extension upwards from the neck. Its
upper border extended from a point half an inch behind the
symphysis menti along a line curving upwards to the inferior
edge of the malar bone and downwards to a point midway
between the angle of the jaw and the external auditory meatus.
The skin was freely moveable over the whole extent of the
tumour and was normal in appearance. The tumour itself
was fairly moveable for the most part; being pendulous and
of considerable weight it moved with alterations in position
of the child, and this feature was very marked, inasmuch as
the child’s breathing became difficult, almost to asphyxia,
when she was turned on her right side. Manipulation of
the tumour produced noisy breathing and it was noticed that
when the child cried the tumour seemed to project outwards
and to become more prominent. So far as it was palpable


